Introduction
Meckel's diverticulum is an infrequent (2%) form of dysgenesis of the small intestine [1] . It is also an often overlooked cause of abdominal surgical events, since the symptoms upon presentation are frequently undistinguishable from those of other surgical etiologies. When greater than five centimeters in size they're considered "giant", a much rarer variant. A revision of the available English literature (using the search terms "giant" and "Meckel" with the Boolean operator "AND") employing the PubMed database shows a total of 28 reported cases in adults. The most common recorded symptom at presentation is intestinal obstruction (8 cases), followed by symptomatic enteroliths (6 cases) and torsion producing pain and/or gangrene (6 cases). Additional presentations included anemia, including GI bleeding (5 cases), diverticulitis (3 cases) and combinations of the above (11 cases). Below we present the fourth confirmed case of Giant Meckel's diverticulitis without torsion or obstruction.
For the preparation of this case report we followed the recommendations of the ICJME and the Equator Network (available at http://www.equator-network.org/). The formatting of the manuscript follows the surgical extension for the CARE statement (SCARE) [2] . * Corresponding author.
E-mail address: singares@uic.edu (E. Smith-Singares).
Patient information
A 71 year old white female presented to the Emergency Department of a small community hospital in urban Chicago, brought by EMS. Her complaints upon presentation included severe, generalized abdominal pain, nausea and occasional vomiting. The patient stated that she was in her usual state of fair health until about 24 h before admission, when she began experiencing colicky type abdominal pain. During the next few hours the pain intensified, and changed from colicky to continuous, becoming generalized about 2 h before she summoned the emergency response systems (Chicago Fire Department). On presentation she had vomited twice what appeared to be bilious emesis. Her past medical history was significant for Hypertension, for which she was receiving metoprolol tartrate (Toprol XL, AstraZeneca LP, Wilmington DE) 25 mg PO every day and non-insulin dependent Diabetes, that she controlled with diet. She has never received an operation before. She denied any allergies. Her social history was negative for tobacco, alcohol abuse or recreational drugs. Family history was only significant for hypertension.
On physical examination the patient was awake, alert and oriented in person, time, place and situation. Her chest was clear and her heart had a regular rate and rhythm with no murmurs. Her abdomen was distended and firm on palpation in all four quadrants. The surgical consultant elicited guarding and rebound tenderness. Her bowel sounds were present but much diminished. Rectal exam showed no feces on the ampulla. Her external genitalia were normal for her age and sex. A formal vaginal exam was dispensed with given the condition of the patient. Her extremities showed no edema. A brief neurological evaluation was unremarkable.
A Foley catheter was inserted and drain scant, dark urine. Her blood work was only remarkable for a White Blood Cell count of 19,500 with a left shit. Her hemoglobin, hematocrit and platelet count were all within normal limits. Her electrolytes were unremarkable, as was her amylase and lipase. A CT scan of the abdomen and pelvis was obtained prior to surgical consultation, which showed a central inflammatory mass, surrounded by small bowel with evidence of intramural air and possible perforation (Fig. 1) . She was promptly taken to the Operating Room for surgical exploration.
Surgical technique
Once general anesthesia was induced a generous midline incision was carried down to the peritoneal cavity, were a large mass was found, and determined to be arising from the ileum, without Fig. 2 . During the laparotomy a large spherical, pedunculated mass arising from the distal ileum with evidence of inflammation and perforation, consistent with Giant Meckel's diverticulitis. evidence of intestinal obstruction or torsion. There was evidence of suppuration at the surface of the mass, with stigmas of perforation. The loop of small bowel containing the mass was then resected (Fig. 2) , and intestinal continuity restored by constructing a functional termino-terminal anastomosis with a surgical stapler (GIA, Covidien-Medtronics, Minneapolis MN). An incidental appendectomy was performed as well. The diverticulum was spherical, pedunculated, and measured as 29 cm in maximum diameter. Her pathology was reported as Giant Meckel's diverticulum, with both pancreatic and gastric tissue foci, and with evidence of perforation. There was no evidence of malignancy.
Follow up and outcome
Her postoperative course was as expected for intestinal resection and anastomosis. She was able to tolerate a diet on postop day 3, which was quickly advanced, and was discharged home uneventfully on postop day 6. The patient was seen in follow up at 2 weeks and 3 months postop. Her incision healed appropriately and her overall clinical condition was otherwise unremarkable.
Discussion
The cause of Meckel's diverticulum is the incomplete obliteration of the vitelline duct [3] . It is the most common congenital anomaly of the intestinal tract [3, 4] . Clinical feature associated with an increased risk of developing symptoms from a Meckel's diverticulum include age <50, male sex, size greater than 2 cm and the presence of abnormal histology or ectopic tissue (pancreatic and gastric being the most common) [3] [4] [5] . The incidence of complications of Meckel's diverticulum in the literature ranges from 4 to 16%. While the current consensus is that the incidence of complications decreases with age [5] [6] [7] this patient constitutes an exception.
The incidence of Giant Meckel's diverticuli is currently unknown. Since the first recorded clinical description of this variant [8] , all cases reported in the available English biomedical literature were symptomatic: there are no described instances of the incidental finding of an otherwise clinically asymptomatic Giant Meckel diverticulum. In addition, there are complications of this variant of Meckel's that are directly related to its size, such as enteroliths and the occurrence of axial torsion. These findings seem to suggest that the Giant Meckel's diverticulum may represent a distinct but related clinical entity of the more common Meckel's diverticulum.
This case was different from typical cases of Meckel's diverticulitis due to its large size and perforation on presentation. Reported causes of perforation include foreign body, inflammation, and trauma [5, 9] . In this unusual case there was no apparent external cause to the perforation. Illustrating the life threatening complication of perforation in a Giant Meckel's diverticulum suggests that it may be prudent to consider resection of a Giant Meckel's diverticulum diagnosed whether intraoperatively or otherwise (in an asymptomatic patient) in addition of providing insight to the natural progression of Giant Meckel's diverticulum.
Patient perspective
For this case report a formal patient perspective was not obtained.
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